


Residential Care Services
Investigation Summary Report

Provider/Facility: Harbour Pointe Retirement &
Assisted Living Center
License/Cert.#: 2362

Provider Type: Assisted Living Facility

Compliance Determination #: 26768
Intake ID: 88714

Investigator: Wesler Dumecquias
Region/Unit #: RCS Region 2 / Unit A

Investigation Date(s): 07/18/2023 through 10/16/2023
Complainant Contact Date(s): 07/17/2023, 07/18/2023

1. The Named Resident (NR) had a change in condition from having altered mentation and
becoming nonverbal for two days before being sent to the emergency room for evaluation.
2. The NR may have been having behavior issues and was refusing medications. The NR was
not on any medication for high sodium levels.

Allegation(s):

Total residents: 80
Resident sample size: 2
Closed records sample size: 0

Investigation Methods:

Sample:

Residents
Dining
Activities
Staff to resident interactions
Resident to resident interactions

Observations:

Nursing staff
Family members
Administrator
Collateral contacts

Interviews:

Facility policies
Hospital records
Email communications with the ALF
Care plan
Assessments
GUardian ship papers
Hospice Notes
Pharmacy Agreement
MAR
Disclosure of services.
Hospital records
Temporary care plan
Medication delivery notes
Medication summary signed order

Record Reviews:
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Progress notes
After visit summary
Physician Notification
Cause of death in hospital records.
Guardian notes and correspondence with ALF

1. The Assisted Living Facility (ALF) followed their protocol and sent the NR to the hospital for
evaluation and treatment on 2023 and 07/06/2023. Interviews and records review showed
the NR was sent to the hospital on 2023 for not being responsive when approached by
care staff. The ALF called 911 and the NR was sent to the Emergency room.  On 07/06/2023,
The ALF called 911 and the NR was sent to the hospital due to screaming in pain when being
touched and exhibiting hallucinations. Interview and record review showed the NR was verbal
but could not follow instructions prior to the hospitalizations. The ALF placed the NR on alert
monitoring after the NR came back to the ALF from the hospital on 2023.
2. The NR was exhibiting agitation, was assaultive, combative and refusing care. Records
review showed the NR did not take the prescribed prescribed medications for 20 days from
06/06/2023 to 2023. The ALF failed to document and address the challenging behaviors
exhibited by the NR. Failed practice identified. Citations were issued for noncompliance with
WACs 388-78A-2410 Contents of resident records, 388-78A-2090 (8) (b) (ii) Full Assessment
Topics and WAC 388-78A-2600 (e)(l) Policies and procedures.

Investigation Summary:

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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